Afghanistan conflicts and receiving treatment in American or British facilities. I would like to congratulate them for choosing such a medically and politically interesting topic and submitting it to our journal. Overall, I recommend the publication despite significant data limitations as it is a novel contribution to our field. However, certain items need to be addressed.
(1) Methodology: One obvious difficulty is that the trauma databases of the US and UK military, which were used in this study, are most likely set up and managed in different patterns and include different independent variables, different follow-up periods, etc. The US forces used the ICD classification while the UK used OPCS for treatment coding. Can the authors elaborated on how the databases look like and provide more detail? In good scientific spirit, can a copy of the original data be provided to the journal so that the figures can be checked?
(2) What was the reason that tracheostomy was used as primary outcome? Are there no other outcomes variables that may be more clinically relevant to include such as mortality, complication rates, functional status, return to work/duty, etc.?
(3) Do the databases show if the tracheostomies were performed early after injury (prophylactically) or very late (indicator of complications)? In my clinical practice at a Level I trauma center in the US, we perform tracheostomies typically in critically ill patients in the ICU as they are unable to be weaned off the ventilator for more than two weeks. This is generally a negative clinical indicator and sign of prolonged disease with complications. (4) What explains the generally higher proportion of tracheostomies performed in US MTF patients, even after controlling for multiple co-factors in your multi-variate analysis? Are the US surgeons more eager to perform those (prophylactically, see my comment 3)? Or was there a difference in injury severity between US and UK patients? You simply mentioned a "low threshold" in US physicians. (5) Does the UK not deploy plastic or OMF surgeons to its military regions or are they not comfortable enough to perform mandibular repairs in conflict regions? (6) One obvious finding is that the UK MTFs had generally fewer patients (factor greater than 10x). Please comment on that and evaluate if the lower case volume may have lead to inferior outcomes with mandibular injuries. (7) Table 1 is very hard to read and should maybe split up into two. What are the totals for each column? Rows 3 (head, face, or neck) and 4 (face only) do not add up to 100% in any column. Mean age needs a unit (year). Please make an effort to make all table appear more attractive to readers. (8) Figure 1 , please indicate which facilities were run by US and which by UK surgeons.
VERSION 1 -AUTHOR RESPONSE

Reviewer or editorial comment Response Addition to text
Please revise your title so that it includes your study design. This is the preferred format for the journal.
We have added that it is a retrospective cohort study at the end of the title
The title now reads: Facial injury management undertaken at US and UK medical treatment facilities during the Iraq and Afghanistan conflicts: a retrospective cohort study Please revise the 'Strengths and limitations' section of your manuscript (after the abstract). This section should contain five short bullet points, no longer than one sentence each, that relate specifically to the methods. The results of the study should not be summarised here.
We have deleted the first three sentences and replaced them with the highlighted text.
The following three sentences have been added: This is the largest analysis of patients with facial wounds treated in coalition MTF in Iraq and Afghanistan. It is the first study to directly compare treatment delivered by US and UK military medical providers. It additionally reports data from local nationals enabling trends to be identified in which facial fractures in particular were treated.
Please revise the authors' contributions section on page 12 so that it aligns with the ICMJE criteria for authorship. See: http:// www.icmje.org/recommendations/br owse/ roles-andresponsibilities/defining-the-role-ofauthors-and-contributors.html
We have done this
We have used the subheadings directly stated in the ICMJE statement into the statement on Page 11
Can the authors elaborated on how the databases look like and provide more detail? In good scientific spirit, can a copy of the original data be provided to the journal so that the figures can be checked?
Both databases are held as Microsoft Excel spreadsheets on a a single secure military server in each country. The data is highly classified as it includes military tactical information and neither database has ever been shared.
The following addition has been made to the method: "Both databases are held as spreadsheets on a single secure military server in each country with highly restricted access"
What was the reason that tracheostomy was used as primary outcome? Are there no other outcomes variables that may be more clinically relevant to include such as mortality, complication rates, functional status, return to work/duty, etc.?
Both the US and UK trauma registries record injuries and treatment performed. They do not include follow up data such as complication rates or functional status. The only treatment pertinent to facial trauma in the database therefore was felt to be tracheostomy. Although mortality is pertinent, both databases use the AIS scoring system that does not ascribe mortality to facial wounds (a score of 6 for the head or neck regions).
We have added the following sentence in the method: "The primary outcome measure chosen was requirement for surgical tracheostomy as with the exception of mortality, no other measures exist for facial injuries in either database. AIS scoring of injuries in the facial region ranges from 1-4 and within this system death cannot be directly attributed to a facial injury (a score of 6 in the face and neck regions).
(3) Do the databases show if the tracheostomies were performed early after injury (prophylactically) or very late (indicator of complications)? In my clinical practice at a Level I trauma center in the US we perform tracheostomies typically in critically ill patients in the ICU as they are unable to be weaned off the ventilator for more than two weeks. This is generally a negative clinical indicator and sign of prolonged disease with complications.
The databases can only reliably identify at which location the procedure was performed. As this was an analysis of Roles 1-3, we can only state that all tracheostomies included in this study were performed at Role 3 but it cannot identify the exact temporal relation to facial fracture treatment. It can state though that for the coalition military (which we are concentrating on), none would have been done for respiratory weaning as they would have been evacuated to Germany (US) or Birmingham (UK) before then
We have added the following section to the results: "All casualties who had a tracheostomy reported in this study had it performed prior to evacuation; however the data cannot identify the exact temporal relation between tracheostomy and facial fracture treatment. No tracheostomies were performed for respiratory weaning."
What explains the generally higher proportion of tracheostomies performed in US MTF patients, even after controlling for multiple co-factors in your multi-variate analysis? Are the US surgeons more eager to perform those (prophylactically, see my comment 3)? Or was there a difference in injury severity between US and UK patients? You simply mentioned a "low threshold" in US physicians.
We added the overall injury severity of both groups of patients and an analysis comparing them that demonstrated no difference between them. We have kept the existing sentence that our belief is that US clinicians had a low threshold for tracheostomy for coalition casualties because that was the personal experience of the US military authors of our paper during this period. We have however gone back and reperformed the multivariate analysis, but additionally accounting for injury severity (using ISS) stratified into the three most common groups. It demonstrates that ISS was not an independent predictor for having a surgical tracheostomy. In Table 1 each column is cumulative. To clarify we have added a final column. We have also added that ages is in years. We cannot split the table as we have reached the journals limit of six tables plus figures. If the editor in chief is happy we can split up Table  1 into two separate tables.
We have revised Table 1 and included additional data highlighted in yellow. As you can see the final column is cumulative as requested. Table 2 would likely benefit from some percentages in parentheses, just like Table 1 . Same for Table 3 .
We have added percentages to Tables 2 and 3 as requested by  the reviewer   We have added percentages  to Tables 2 and 3 as requested by the reviewer Figure 1 , please indicate which facilities were run by US and which by UK surgeons.
We have done this as requested Figure 1 Kindly ensure that the arrangements of authors in your main document and ScholarOne submission system are the same. 
